in a rural area of Bhutaramanahatti sub-center (Vantamuri PHC), Belgaum District. Materials and Methods: A total of 400 agricultural workers of age 16-60 years were interviewed in their households/ fi elds. Data were acquired on a predesigned and pretested questionnaire. Statistical Analysis Used: Percentages and Chi-square test. Results: Among the study participants 55.75% were males and 44.25% were females, with a male to female ratio of 1.25:1. Most of the agricultural workers (89.5%) were Hindus, 10.5% were Muslims, and 47% were illiterates, whereas 38% had passed fi rst to fi fth grades, 14.5% had passed sixth to tenth grades, and 0.5% had attended tenth plus. Of the 400 subjects, 295 (73.75%) belonged to Class V socioeconomic status. Overall, 48.75% opted government doctors and 28% opted private doctors as the fi rst priority health care providers for their illness. 37.75% preferred private or AYUSH practitioners and 18.25% opted government doctors in case illness was not cured or they were not satisfi ed with the treatment given by the fi rst health care provider. Conclusions: The present study reveals that most of the agricultural workers depended on government doctor for their illness. In order to overcome the situation, special health check-up camps need to be conducted with emphasis on improvement of health.
INTRODUCTION
The literature linking health to labor productivity is built on the concepts of household production theory developed by Becker. In Becker's framework, households are treated also as producers of "commodities" instead of solely consumers of goods and services. This framework was extended by Grossman to analyze the demand for health. In Grossman's model, health is viewed as a durable capital stock that yields an output of healthy time. [1] India lives in its 600,000 villages. Nearly 72% of the Indian community lives in rural area, where their main occupation is agriculture. Indian agriculture accounts for 25% of total gross domestic product (GDP) on which 75% of country's population depends on. Agricultural workers do not have trade unions and have no access to occupational health services. [2] Occupational health in the agricultural sector is a new concept.
These agricultural workers have a multitude of health problems, a fact which is often forgotten because of misconception that occupational health is mainly concerned with industry and industrialized countries. These health problems of workers in agriculture may be accidents (machine injuries, snake and insect bites), toxic hazards (chemical exposures and insecticide poisoning), physical hazards (extreme conditions, solar radiation), and respiratory problems (farmer's lung, occupational asthma). [3] The lack of coordination of policy making between agriculture and health undermines efforts to overcome ill health among the rural poor and gives short shrift to agriculture's role in alleviating many of the world's most serious health problems. [4] Health-seeking behavior in terms of illness behavior refers to those activities undertaken by individuals in response to symptom experience. Health-seeking behavior is infl uenced by a large number of factors apart from knowledge and awareness. This behavior among different populations, particularly in the rural communities, is a complex outcome of many factors operating at individual, family, and community levels, including their bio-social profi le, their past experiences with the health services, infl uences at the community level, availability of alternative health care providers including indigenous practitioners, and last but not the least, their perceptions regarding effi ciency and quality of the services. Belief systems prevalent in the communities, that is, how people conceptualize the etiology of health problems and how symptoms are perceived are an important factor in deciding the fi rst step of treatment seeking. [5] Health status in India is remarkable for its myriad contradictions, and where the health situation in some states compares with the best of developing countries, the majority is bracketed with worst in the world. Health system in our country is bogged down with a number of chronic maladies like inappropriate budgetary allocation and a "top-down" hierarchy with multiple levels of operation which have led to compromise in effectiveness and quality of the services. Although considerable progress has defi nitely been made in the last few decades for expansion of the public health infrastructure, the mere existence or increasing the availability of services does not increase their utilization. [6] Few studies have reported about health-seeking behaviors of agricultural workers toward their illness. Hence, the present study was undertaken to explore health-seeking behavior among the agricultural workers residing in rural area.
MATERIALS AND METHODS

Study design, period, and area
This community-based cross-sectional study was conducted from January 2009 to December 2009 in the rural fi eld practice area of Primary Health Center (PHC), Vantamuri, Belgaum. The Vantamuri PHC has fi ve sub-centers catering 18 villages having a total population of 31,510. It is situated by the side of PuneBangalore National Highway and is 20 km from Belgaum toward north. Bhutaramanahatti sub-center was selected among the fi ve sub-centers using random sampling technique.
Sample size and technique
As no previous studies have been recorded on agricultural workers' morbidity in this area, the prevalence was considered 50% and the sample size was calculated as 400. All agricultural workers residing in six villages, namely, Bhutaramanahatti, Desarwadi, Ukkad, Bennali, Gurlhosur, and Ghugranatti, coming under Bhutaramanahatti sub-center of PHC Vantamuri, Belgaum, were listed. By four-digit random number table method, 400 participants were selected.
Selection criteria
Agricultural workers residing in the study area for at least 1 year preceding the date of survey, aged between 16 years and 60 years, were included in the study. Migrants, pregnant and lactating women working as agricultural workers were excluded from the study.
Procedure
The study was approved by Institutional Ethics Committee for Human Subjects' Research, Jawaharlal Nehru Medical College, Belgaum. The study participants were interviewed in their households/fields. Based on the selection criteria, the study participants were selected, and written informed consent was obtained from all the participants. The data were collected using predesigned and pretested proforma. Data regarding demographic variables like place of residence, age, sex, education status, marital status, socioeconomic status, and type of family were recorded. The personal history was taken for diet, sleep pattern, appetite, and personal habits.
Study variables
Self-reported illness symptoms experienced by the subjects (1 month preceding the survey) were enquired and noted. The study participants were also interviewed for their health-seeking behaviors such as priority of health care providers. Two more subsequent visits were made to collect data from those who were absent during the fi rst visit.
Statistical analysis
The data were tabulated using MS Excel sheet and analysis was done using percentages, rates, and ratios. Chi-square test was used to fi nd the association between attributes.
RESULTS
Among the study participants, 55.75% were males and 44.25% were females, with a male to female ratio of 1.25:1. Equal distribution (39%) was seen in the age group of 30-45 years and 45-60 years. There were 87 (21.75%) people of age between 15 and 30 years. Majority (89.5%) were Hindus and 10.5% were Muslims. None belonged to Boudh, Christ, Jain, or Parsi religion. The other demographic features are as shown in Table 1 .
Among the top ten morbidities, majority (62.5%) of the study participants had morbidities associated with oral cavity, followed by musculoskeletal system (21.75%) and respiratory system (19%) [ Figure 1 ]. Of the 400 agricultural workers, home remedies were sought by 67%, and 33% visited a health care provider for the treatment. Overall, government doctors were opted by 48.75%, 28% opted private doctor, 12.25% anganwadi worker, 10% auxiliary nurse midwives, and 1% opted for pharmacist as the fi rst priority health care provider for their illnesses. Among those cases where illness was not cured or the treatment given by the fi rst health care provider was not satisfactory, 18.25% opted government doctor and 35.75% preferred private or AYUSH practitioners [ Table 2 ].
In the present study, male study participants sought treatment outside more than female study participants for episode of illness [ Table 3 ]. In the present study, signifi cant association was found between increasing age and treatment-seeking behavior [ Table 4 ]. No signifi cant association was found between socioeconomic status and health-seeking behavior.
DISCUSSION
Information on the existing disease pattern and health-seeking behavior is essential to provide need-based health care delivery to any population. India, a land of agriculture, has formed the scaffolding for many agro-based industries. Morbidity is more common among these industrial workers. [5] Being a developing nation is faced with traditional public health problems like communicable diseases, malnutrition, poor 
.028 df=2 P=0.081 environmental sanitation, and inadequate medical care. However, globalization and rapid industrial growth in the last few years have resulted in emergence of occupational health-related issues. Agriculture is the main occupation in India giving employment to about 58% of the people. This is in contrast to the industrialized nations like USA and Western Europe where the employment in the agricultural sector is between 4% and 12%. [6] Agriculture, being the principle occupation in the country, exposes a considerable proportion of population to this occupation-related hazard. The major occupational diseases/ morbidity of concern in India are silicosis, musculo-skeletal injuries, coal workers' pneumoconiosis, chronic obstructive lung diseases, asbestosis, byssinosis, pesticide poisoning, and noise-induced hearing loss. [7] India is a developing nation and presents the demographic features similar to the other developing nations of the world. Emerging occupational health problems are to be tackled along with the existing traditional public health problems like communicable diseases, malnutrition, poor environmental sanitation, and inadequate medical care. [7] Hence, the present study was undertaken to assess the health-seeking behavior of agricultural workers.
In the present study, among the study participants, majority (62%) suffered form morbidities associated with oral cavity, such as dental caries (25.50%), dental stains (21.75%), dental calculus (11.50%), and oral sub-mucous fibrosis (3.75%), followed by those of musculoskeletal system (21.75%) and respiratory system (19%).
The statistics for the overall incidence/prevalence of occupational disease and injuries for the country is not available. [6] A study [8] estimated an annual incidence of occupational disease between 924,700 and 1,902,300, and 121,000 deaths in India. The survey of agriculture injury incidence study [9] in northern India estimated an annual incidence of 17 million injuries per year (2 million moderate to serious) and 53,000 deaths per year in agriculture alone.
A study in 2006 showed that vast majority of women farmers in mixed cropping systems suffered from intense muscular fatigue heat exhaustion and skin disorders. [10] According to ILO, the agricultural sector is one of the most hazardous to health worldwide. Agricultural work possesses several characteristics that are risky for health: Exposure to wealth, close contact with animals and plants, extensive use of chemicals and biological products, diffi cult working posture, lengthy house, and use of hazardous agricultural tools and machinery. [11] Health-seeking behavior refers to the sequence of remedial actions that individuals undertake to rectify perceived ill health. [7] It is initiated with symptom defi nition, whereupon a strategy for treatment action is devised. Treatment choice involves a myriad of factors related to illness type and severity, pre-existing lay beliefs about illness causation, the range and accessibility of therapeutic options available, and their perceived efficacy, convenience, opportunity costs, quality of service, staff attitudes, as well as the age, gender, and social circumstances of the sick individual. [12] As for health care system, in almost all the developing countries, the public and the private health sectors coexist, complementing or confl icting with each other. Yet, in health planning, least consideration is given to harmonize this coexistence in the larger benefi t of the users. [13] A number of studies have shown that trends in utilization of a health care system, public or private, formal or non-formal, by and large, vary depending on factors such as age, gender, women's autonomy, urban or rural habitat, economic status, severity of illness, availability of physical infrastructure, and type and cader of health provider. [14] In the developing world, medical pluralism, or the existence of several distinct therapeutic systems in a single cultural setting, is an important feature of health care. Indeed, a wide range of therapeutic choices is available, ranging from self-care to folk and western medicine, although both illness incidence and treatment options are importantly determined by poverty and gender. [15] The type of symptoms experienced for the illness and the number of days of illness are major determinants of health-seeking behavior and choice of care provider. In case of a mild single symptom such as fever, home remedies or folk prescriptions are used, whereas with multiple symptoms and longer period of illness, biomedical health provider is more likely to be consulted. [16] In the present study, 67% took home remedies and 33% visited health care provider. Overall, 48.75% opted for government doctor, 28% private doctor, 12.25% anganwadi worker, 10% auxiliary nurse midwives, and 1% opted for pharmacist as the fi rst priority health care provider for this illness. In 54% cases, 18.25% opted government doctors and 35.75% preferred private or AYUSH practitioners in case illness was not cured or the treatment given by fi rst health care provider was not satisfactory.
Traditional beliefs tend to be intertwined with peculiarities of the illness itself and a variety of circumstantial and social factors. This complexity is refl ected in the health-seeking behavior, including the use of home prescriptions. The attitude of the health provider and patient satisfaction with the treatment play a role in health-seeking behavior. [17] In a study [18] from Bangladesh, although fever was the most reported illness, only 42.3% took service from qualifi ed medical personnel or health facility and the highest percentage of patients went to quacks for the treatment of fever, whereas 11.8% sought no treatment at all. For treatment of gastrointestinal diseases, a higher portion of respondents took services from qualifi ed allopathic doctors (58.1%), although 8.1% went for self-medication. For treatment of respiratory disease, the highest portion of respondents went to qualifi ed doctors' private chamber (31.8%). Surprisingly, for skin/eye/ENT, none of the respondents went for self-treatment or service from medical assistants or quacks. Highest percentage of respondents took services from public health facility (37.5%), but it is depressing that still 12.5% took treatment from kabiraj/hakims and 12.5% took no treatment at all. Overall, utilization of public health facility is not satisfactory (only 24.8%) and a signifi cant proportion sought services from unqualifi ed parishioners (28.7%). This picture was similar with the study fi ndings in Pakistan [19] and is still far better than the health-seeking behavior in Chakaria seen by ICDDR, B. [20] However, our study did not analyze the data based on the symptoms reported and health-seeking behavior.
In our study, increasing age and gender were signifi cantly associated
